Abstract A 31 year old man from Gambia, resident in the United Kingdom for two years, presented with a two month history of unproductive cough, malaise, weight loss, non-specific abdominal pain, and episodic diarrhoea. Acid alcohol fast bacilli were identified in his sputum, together with Strongyloides stercoralis larvae and Giardia lamblia cysts in his stools. This case illustrates that latent strongyloidiasis can become overt in the presence of tuberculosis, and the diagnosis of strongyloidiasis must be borne in mind in patients who have previously resided in endemic regions.
iis Figure 1 : The chest x ray on presentation, showing patchy shadowing at the right mid-zone and at the left base.
alised abdominal pain, anorexia, and a 10 kg weight loss. He also complained of episodic diarrhoea with mucus, but no bleeding, for several days each month.
On examination he was thin, with no lymphadenopathy or rashes. Examination of the abdomen showed ascites and there were persistent crepitations at the left base and right mid-zone on examination of the chest. A flexible sigmoidoscopy to the splenic flexure was normal, with a normal rectal biopsy.
On admission his haemoglobin was 12-9 g/l, white cell count 7*6X109/l (no eosinophilia), erythrocyte sedimentation rate 56 mm/h, C reactive protein 177 mg/l, albumin 33 g/l, globulin 50 g/l, international normalised ratio 1-5 (which corrected to 1-0 with vitamin K). Over the next 10 days the alkaline phosphatase increased to 730 U/I (twice upper range of normal) and the y-glutamyltransferase to 285 U/I (six times the upper range of normal). An ascitic tap was performed. Clear colourless fluid was obtained with a protein count of 65 g/l and lymphocytes 500/o. Ziehl-Neelsen staining was negative. The chest x ray on admission showed two, areas of patchy shadowing at the right mid-zone and at the left base (Fig 1) .
He developed a swinging fever (Fig 2) and it was felt that the clinical picture was consistent with miliary tuberculosis, in view of the chest x ray and exudative ascitic fluid. Antituberculous treatment was withheld at this stage because the diagnosis had not yet been confirmed. Stool microscopy subsequently yielded Strongyloides stercoralis larvae and Giardia lamblia cysts.
The patient was treated with thiabendazole orally for two days with initial resolution of his fever (Fig 3) .
His temperature recurred when the thiabendazole was stopped, and he was treated with metronidazole after the isolation of Giardia lamblia. This did not relieve his symptoms and the fever persisted. The patient remained lethargic and his alkaline phosphatase and y-glutamyltransferase increased. A liver biopsy was performed, which showed non-specific changes. There was no histological evidence of granulomas of Strongyloides stercoralis or tuberculosis. At this time despite the lack of firm evidence of acid alcohol fast bacilli he was given anti-tuberculous treatment and within two days his symptoms resolved and his temperature returned to normal. Shortly after this, the microbiology laboratory reported that acid / alcohol fast bacilli had been grown from his / initial sputum cultures.
This confirmed the diagnosis of miliary tuberculosis together with Strongyloides stercoralis hyperinfection. 
